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Introduction

Theoretical background and population
Since the colonisation of Australia, Aboriginal Australians have experienced extreme levels of disempowerment, loss of identity, grief and cultural alienation (Hunter 1993) , resulting from many years of systematic assault on their traditional practices, languages and cultures (Leenaars et al. 1999) . This has had a devastating impact on the physical and mental health of Aboriginal Australians (Cleworth et al. 2006) , and as a result there is a significant need for health services within this population. Despite this, there is evidence that Aboriginal Australians do not access health services at a level consistent with their level of need (Westerman 2004) , and it has been suggested that a major factor contributing to this is the lack of culturally appropriate services available for Aboriginal individuals (Berry and Crowe 2009 ).
Many Aboriginal Australians report a strong connection to their culture. A significant part of this culture, and an important factor in Aboriginal conceptualisations of mental health, is the holistic nature of health and well-being (Ypinazar et al. 2007) . Pat Anderson (1996, p. 15) , in her former role as the chairperson of the National Aboriginal Community Controlled Health Organisation, states that for Aboriginal people 'our identity as human beings remains tied to our land, to our cultural practices, our systems of authority and social control, our intellectual traditions, our concepts of spirituality, and to our systems of resource ownership and exchange. Destroy this relationship and you damage Á sometimes irrevocably Á individual human beings and their health'. Furthermore, it is believed that the degree to which an individual is embedded in his/her cultural traditions plays a vital protective function in mental health and substance abuse (Torres Stone et al. 2006) .
Cultural engagement refers to the degree to which an individual is embedded within his/her cultural traditions. When referring to Aboriginal Australians, cultural engagement includes a wide variety of activities, some examples of which are traditional cooking practices, use and protection of land and Country, traditional artwork, music and dance, and participation in community practices (e.g., ceremony, meetings). Cultural engagement also involves an attitude of respect for others and community belonging, which although difficult to define and capture, was noted by many participants involved in the present research as being a significant component of Aboriginal culture.
There is a commonly held belief that engagement in cultural activities is beneficial for Aboriginal Australians (Morice 1976 , O'Dea 1984 , McDermott et al. 1998 , Burgess et al. 2008 , Rowley et al. 2008 , particularly so for those individuals who highly value their cultural traditions. Caring for Country refers to caring for one's homeland and comprises one aspect of cultural engagement for Aboriginal Australians. Caring for Country has been defined as having the knowledge and responsibility to manage traditional lands, and the participation of Aboriginal Australians in 'interrelated activities with the objective of promoting ecological and human health' (Burgess et al. 2008, p. 1) . There is preliminary evidence that cultural engagement can lead to positive health benefits for Aboriginal Australians. Caring for Country has been associated with health benefits for Aboriginal Australians such as building self-esteem, fostering self-identity and enabling relaxation through contact with the natural environment (Kingsley et al. 2009 ). Research has also found that Aboriginal people living in homelands, where traditional practices of Caring for Country are common, have better health outcomes than those in centralised populations (Morice 1976 , O'Dea 1984 , McDermott et al. 1998 , Burgess et al. 2008 , Rowley et al. 2008 . Rowley et al. (2008) investigated health outcomes in the Utopia community, a decentralised community in Australia's Northern Territory, over a 10-year period. They measured mortality from all causes as well as mortality and hospitalisations associated with cardiovascular disease, and found rates to be 40Á50% lower within the Utopia community than within the general Northern Territory Aboriginal population. It was argued that the positive health outcomes in this community were likely to be related to connectedness to culture, family and land. Similarly, Aboriginal people living on homelands in Central Australia had significantly better health outcomes with regard to mortality, hospitalisation, hypertension, diabetes and injury than those living in centralised areas (McDermott et al. 1998) . O'Dea (1984) found marked health improvements in Australian Aboriginal people with diabetes after a temporary reversion to traditional lifestyle. However, it should be noted that based on the results of these previous studies, it is unclear whether the reason for the health gains evidenced is cultural engagement itself, or perhaps the effects of being with family, living an active lifestyle or any number of other variables which may affect health in a positive way. Although the relationship between cultural engagement and positive health outcomes is often implied, there is a need to more directly measure engagement in cultural activities and its subsequent impact on health outcomes. Torres-Stone et al. (2006) developed a measure of cultural engagement to evaluate the relationship between alcohol cessation and engagement in traditional activities amongst American Indians. They found that participation in traditional activities and traditional spirituality had significant positive effects on alcohol cessation. Such a comprehensive measure of cultural engagement does not yet exist for Aboriginal Australians. The Caring for Country Questionnaire (Burgess et al. 2008) measures some activities which are related to Aboriginal cultural engagement (e.g., spending time on Country, protecting Country, ceremony), however it does not adequately capture the wider variety of activities which represent cultural engagement for Aboriginal Australians. A more comprehensive measure of cultural engagement is needed to clarify whether there is an association between cultural engagement and health benefits for Aboriginal Australians.
It should be noted that much care has been taken in the development of this survey to avoid subscribing to the cultural deficit model with regard to Aboriginal health. The cultural deficit model is concerned with explaining why a minority group may not have adopted the behaviours and values of the majority group (Kirk and Goon 1975) , and cultural deficit thinking can often be used to hold minority groups responsible for their own disadvantage, whether it is in terms of education, poverty or health. For example, Johnson and Bowman (2003) explain that African-American people have been judged as holding themselves in a cycle of poverty because they have a poverty of culture, including poor values, attitudes and motivation. In contrast, the current study aims to explore the premise that engagement in cultural activities for Aboriginal people will vary in terms of diversity and complexity, and may or may not be associated with health outcomes. It is not expected that the entirety of Aboriginal culture will be embodied in this survey, and it is in no way suggested that a low level of engagement as measured by this survey equates to a deficit of culture. The Commonwealth Commission on Respect and Understanding in 2007 states that groups may have difficulty understanding each other when a single component of cultural identity is prioritised, and individuals no longer have the option to choose which elements of their identity they emphasise (Commonwealth Secretariat 2007) . It is expected that there are many diverse possibilities for expression of Aboriginal cultural identity, and individuals are likely to express their Aboriginality in unique ways. Including a variety of types of activities, both concrete and abstract/ideological components of culture, and seeking information during scale development from individuals from a variety of tribal and language groups, this survey is designed to capture a varied expression of cultural identity. However, it is expected that there will be individuals for whom this survey does not fully represent the ways they engage with their culture. A caveat must be made that while this survey measures aspects of Aboriginal cultural activity, it does not measure 'Aboriginality' or 'cultural goodness'.
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Some may argue whether cultural engagement can actually be captured by a questionnaire, due to its dynamic and conditional nature. Culture is an everchanging construct, the understanding of which varies according to group membership, individual belief structures and time-related perspectives. During the process of this survey's development there were certainly critics who suggested that culture cannot be captured by words on a page. The authors appreciate that culture is too complex for such an exercise, and this survey does not purport to measure culture in totality or in an absolute manner. It simply aims to provide services and individuals themselves with information regarding the type and extent of cultural activities undertaken. Furthermore, the very changing nature of culture is one of the primary reasons this survey's development is important. With the significant intrusion made on Australian Aboriginal culture over the past centuries, Aboriginal culture has become difficult to define and experience for Aboriginal and non-Aboriginal people alike. This survey provides an opportunity to capture a snapshot of particular dimensions of culture, at a particular point in time, with a particular group of Aboriginal Australians. The survey does not attempt to limit what is considered culture over time, and it is likely that in the future it will be important to repeat some of the procedures used in this study to see whether perspectives have changed. The approach used in the present study is one of consultation with individuals within the cultural group, and this would be encouraged to continue over time. There is currently very little knowledge and understanding about what constitutes Australian Aboriginal culture in a modern reality, and the developed measure provides a structured and reliable method of gathering information regarding the extent to which individuals engage in particular cultural activities.
Need for the instrument
Anecdotal reports from young Aboriginal Australians indicate they have difficulty articulating a sense of cultural connection. This has been attributed to a lack of open cultural practice and systemic cultural transmission by older Aboriginal people. Enhancing connection with a traditional culture which is diminishing and often inaccessible presents a difficult task. However, culture is not a static thing but one which changes over time, and as such there is a need for a measure of cultural engagement for Aboriginal Australians which is relevant to the lifestyle, traditional knowledge and challenges of today's Aboriginal people. A reliable and valid measure of cultural engagement will allow future research to establish whether there is a clear association between cultural engagement and health benefits. Establishing a link between cultural engagement and positive health outcomes will then provide a theoretical basis for the inclusion of culture in treatment planning and programme development. Such an inclusion of culture in assessment, treatment and programme development is hoped to foster significant health benefits for Aboriginal clients within Australian health services.
Aims
The present research aims to develop a comprehensive and psychometrically sound measure of cultural engagement for Aboriginal Australians. The research subsequently aims to determine preliminary content validity of the new measure. Figure 1 outlines the stages of development. All stages of validation of this instrument occurred within a semi-urban population in the Illawarra and South Coast regions of New South Wales, Australia.
Methods
Development of the instrument
Stage one involved development of the first version of the survey based on items from the Caring for Country Questionnaire (Burgess et al. 2008) , Multigroup Ethnic Identity Measure (MEIM: Phinney 1992) and the Sense of Culture Yarn (Westerman 2008) . This process was also informed by discussions with four Aboriginal individuals employed with Aboriginal substance abuse services, the Aboriginal Health and Medical Research Council, the Aboriginal Medical Service and the University of Wollongong, Department of Indigenous Studies. As a preliminary step prior to disseminating a draft survey to consultants in stage two, the four discussants provided a varied base of opinion, reviewed the items and made suggestions for changes in wording and additional items. These consultants were approached over a period of three weeks and were chosen based on their expertise in Aboriginal cultural issues evident in their professional work. They were presented with a draft of questions derived from the measures listed earlier and were asked to comment generally on the appropriateness and relevance of the questions to Aboriginal cultural engagement. Responses were collected in an informal interview with the primary researcher, and the consultants' suggestions were used to amend existing questions and form additional questions, resulting in version one of the survey. Version one comprised 18 items answered on the same four-point Likert scale used in the Caring for Country Questionnaire; not at all (none), a little (a few days in the year), a fair bit (a few weeks in the year) and a lot (a few months in the year) (Burgess et al. 2008) . 
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Stage two involved providing a copy of the 18-item version one measure to five consultants who were then interviewed by telephone. The consultants comprised four males and one female, including three managers of remote Aboriginal substance abuse services, one Aboriginal drug and alcohol worker and one member of staff from the Aboriginal Health and Medical Research Council (the latter consultant was also involved in the discussions in stage one). Five consultants were chosen for stage two to improve on the participant numbers in stage one and to provide an intermediate step between the initial discussions and the reference group in stage three. Consultants were again selected based on their expertise in Aboriginal cultural issues demonstrated in their professional work. The telephone interview required consultants to respond to the items in version one of the survey and to rate each item on a Content Validity Index (CVI; see Measures section), that involved rating each item in terms of its relevance to Aboriginal cultural engagement. Consultants were asked to comment on the appropriateness of the items, suggest any changes they thought necessary and suggest any additional items they believed should be included. This process resulted in some minor changes in wording of the existing items, and the addition of eight new items. Consequently version two included a total of 26 items, rated on the same Likert scale, which is included in the left side of Table 1 .
Stage three. Thirteen Aboriginal consultants attended a reference group. Potential consultants were informed of the reference group via advertisements distributed through local services, and consultants with specific cultural expertise (e.g., community Elders, Aboriginal cultural workers) were contacted by telephone and email. Potential consultants included Aboriginal staff members of substance abuse services, staff members of Aboriginal health services, community Elders accessed through local services and community members accessed through local services and word-of-mouth. Eighteen consultants were invited to attend the reference group with the expectation that not all who were invited would be available to attend, and with the hope that 10Á15 consultants would provide a robust yet manageable selection of consultants. The resulting reference group included 13 consultants (11 females and two males), comprising one staff member of an Aboriginal substance abuse service, three staff members of the Aboriginal Medical Service, four local community Elders and five community members. One member of the reference group was also involved in the discussion in stage one. All consultants responded to the 26 items in version two of the survey, as well as rating each item on a CVI. A group discussion was held in which consultants commented and made suggestions regarding the items. An item level CVI (I-CVI; see Measures section) was calculated for each item based on the ratings from the telephone interviews and the reference group. Review of the I-CVI along with suggestions from the reference group resulted in several items being revised, deleted or added. A third and final version of the survey resulted from this process, and this is included in the right side of Table 1 .
Stage four. Five expert consultants (three females and two males) were asked to complete a CVI for each item on the final version of the survey. Five experts were sought following recommendations of Polit et al. (2007) , who suggest that 3Á5 experts should provide ratings for the second round of CVI calculations. Three of the five experts were selected from the consultants in stage three, the fourth expert was involved in stage one and stage two and the fifth expert was a consultant in stage two. They were identified as experts based on their engagement with the community at different levels (e.g., as Elders, community representatives) and were seen to 
Measures
Content Validity Index
Evaluating a scale's content validity is critical in establishing the construct validity of a new instrument (Haynes et al. 1995) . Content validity refers to the extent to which an instrument has an appropriate sample of items to be representative of the phenomena of interest (Waltz et al. 1991) . One of the most widely used methods of quantifying content validity is the CVI, a proportion agreement procedure based on expert ratings of relevance (Polit et al. 2007) . The CVI can be calculated for each individual item on a scale (referred to as the I-CVI) and for the overall scale (the S-CVI). To calculate the I-CVI, experts are asked to rate the relevance of each item to Aboriginal cultural engagement on a four-point Likert scale (1-not relevant, 2-somewhat relevant, 3-quite relevant and 4-highly relevant). The I-CVI is the proportion of experts who assign a rating of quite relevant or highly relevant to the item (i.e., the number of experts rating the item as 3 or 4 divided by the number of experts) (Davis 1992 , Polit et al. 2007 . Polit et al. (2007) recommend that for an instrument to be judged as having excellent content validity, all items should have an I-CVI of 0.78 or higher. During a scale's development, it is recommended that items with an I-CVI of 0.78 should be considered relevant and be kept in the survey, while items just below this cut-off point should be considered for revision and items well below should be considered for deletion. It is also recommended that if a scale requires significant changes following one round of I-CVI calculations, a second round of expert ratings should be conducted with between three and five expert raters (Polit et al. 2007 ).
To compute the CVI for the overall scale (S-CVI), there are two common approaches. One is the universal agreement method, defined as the proportion of items on a scale that achieved a rating of 3 or 4 by all experts. The other is the average method, which involves computing the I-CVI for all items on the scale and then calculating the average across the items (Polit et al. 2007 ). These two methods can yield different values for the S-CVI. The average method, requiring an index of 0.90 or higher for excellent content validity, is recommended because the universal agreement approach is considered overly stringent and ignores the risk of chance agreement (Polit et al. 2007) . Table 1 provides the I-CVI for each item in version two of the survey. Items with an I-CVI of 0.78 were kept in the survey, while items just below this cut-off point were Ethnicity & Health 333 considered for revision and items well below were deleted. A total of 18 respondents rated items 1 through 18 (13 consultants in the reference group and 5 consultants in telephone interviews prior to the reference group). Only 13 consultants rated items 19Á26 since these items were new additions suggested by consultants in the stage two telephone interviews. The I-CVI for each item is included in Table 1 , along with the amendments suggested by the reference group.
Results
Content validity of version two
Content validity of the Aboriginal Cultural Engagement Survey (ACES)
Five consultants completed a CVI for each item in the final revision (version three) of the ACES. These I-CVI ratings are included in Table 1 . The S-CVI was calculated using the S-CVI (average) method, and resulted in a value of 0.98.
Discussion
The final 21 item version of the ACES had all I-CVI values above 0.78 and the S-CVI above 0.90, suggesting excellent content validity. Aboriginal consultants were involved from the first to the last stage of the survey's development. This process was essential, and community involvement critical to both the inception and refinement of the survey items.
Development of items was a challenge even for members of the Aboriginal community. This was expressed and reflected in discussions in many ways, for example, a young female consultant within the reference group (stage three) expressed some difficulty in defining what Aboriginal culture was for her. This young woman explained that she lacked a culture which she could see, describe and practice, but that to her culture was evident in her own behaviour and the spirit with which she was accepted within her community. Many members of the reference group discussed this loss of a definable culture within the younger generations, and stated this to be in part due to the older generations' loss of knowledge, shame in their own Aboriginal culture and unwillingness to practice traditional culture for the fear that it may be 'sold-out' by non-Aboriginal Australians. Items 19, 20 and 21 were suggested by this young woman and others in the reference group in an attempt to capture the more difficult to define 'culture' for younger generations.
Australian Aboriginal culture is known to be extremely diverse, and at many times throughout the development process the researchers were advised by Aboriginal individuals of the significant difficulty in developing a measure relevant to all Aboriginal Australians. It is acknowledged by the researchers that this survey may have limits with some Aboriginal cultures far removed from the semi-urban population with whom this survey was validated. However, it is hoped that by including Aboriginal individuals and community members from many different regions and backgrounds in this process, the ACES is sufficiently general to be of use in most contexts. It should be reiterated that the ACES is not expected to capture cultural engagement for every Aboriginal individual. Those who do not endorse items on the ACES are in no way considered to be un-Aboriginal or to have a deficit of culture, and those administering the survey should remain aware of the complexity and diversity of cultural identity and its expression when considering an individual's responses on the ACES. 334 S.L. Berry et al.
In stages two and three there was an imbalance between male and female consultants. Although efforts were made by researchers to minimise this imbalance, the final group of consultants in stage two included four males and one female and the consultants in stage three included 11 females and two males. This may affect the generalisability of the items to both genders. However, the overall number of individual consultants across all four stages included 9 males and 13 females (with consultants who participated in more than one stage only counted as one consultant). Therefore it is hoped that any gender bias has been minimised by the overall number of participants in each gender differing only slightly.
The ACES is a new scale which takes an important step in capturing and measuring cultural engagement for Aboriginal Australians, with the hope of providing more culturally appropriate health services in the future. However, this hope is based on the premise that enhancing cultural engagement for Aboriginal Australians will actually bring about positive change. While this assertion may make sense in theory, there is currently very little evidence to support this. There is a need to measure more directly the relationship between engagement in cultural activities and health outcomes. By using the ACES to establish the level of cultural engagement of individuals over time, researchers may compare this engagement with outcomes within health services to determine the effects of cultural engagement. Establishing a link between cultural engagement and positive health outcomes may provide a theoretical basis for the inclusion of culture in treatment planning and programme development. Future research may indicate whether health benefits are seen within specific areas of Australian health services, such as substance abuse services. In addition, further research may investigate whether engagement in specific types of cultural activities is especially beneficial for Aboriginal clients of health services, and whether engagement in such activities may lead to specific health and psychological benefits.
Future studies now need to assess other elements of reliability and validity of the ACES. For example, predictive validity may be especially important to investigate within Australian Aboriginal health services. The extent to which engagement and involvement in cultural activities predicts better health outcomes for Aboriginal clients is important for service development.
Key messages
(1) The ACES is a new measure for use with Australian Aboriginal populations.
(2) This scale has been found to have excellent content validity.
(3) The ACES shows promise for being a useful tool in assessing the cultural engagement of Aboriginal clients, which may then be used to measure the association between cultural engagement and health outcomes. (4) The establishment of a clear relationship between cultural engagement and positive health benefits will assist in designing future interventions which better meet the cultural needs of Aboriginal Australians within health services.
